This issue begins with a systematic review and meta-analysis by Zheng and colleagues^\[[@B1]\]^ about the use of a traditional Chinese medicine - Huperzine A (HupA) - as an adjunctive treatment for depression. The rationale for this treatment is that acetylcholinesterase (AChE) inhibitors may reduce the cognitive impairment that often accompanies depressive episodes and HupA is a powerful AChE inhibitor. After an exhaustive literature search in English language and Chinese language journals, the authors only found three randomized controlled trials (with a pooled sample of 238 individuals) comparing monotherapy with an antidepressant to combined treatment with an antidepressant and HupA. When pooling results, there was no significant difference between groups in the degree of improvement in depressive symptoms, but there was significantly greater improvement in cognitive functioning in the group that received adjunctive HupA (as assessed by the Wisconsin Card Sorting Test and the Wechsler Memory Scale-Revised). However, the three studies were open label (i.e., non-blinded) and only followed subjects for a mean of 6.7 weeks, so the studies were classified as \'low-quality\'. Thus, more rigorously conducted studies that follow participants longer are needed to confirm this important result. This is an example of a common problem in using Traditional Chinese Medicine (TCM): the results are often promising, but the lack of rigorous scientific proof limits the acceptance of the results in non-Chinese settings.

The first original research article by Zeng and colleagues^\[[@B2]\]^ reports on a large community-based intervention aimed at reducing the severity of depressive and anxiety symptoms in community residents receiving treatment for diabetes or hypertension. China, like other low- and middle-income countries, does not have sufficient psychiatric manpower to provide individualized treatment to persons with chronic illnesses who have comorbid depression or anxiety, so the authors adapted the community-based IMPACT model developed in the United States^\[[@B3]\]^ for use in Shanghai. This approach includes community-based health education about psychological problems, peergroup support for persons with mild depression or anxiety, and individual counseling (using the Problem Solving Treatment for Primary Care^\[[@B4]\]^ method) for those with moderate or severe depression or anxiety. Baseline evaluations and 6-month follow-up evaluations using self-completion instruments assessing depressive symptoms, anxiety symptoms, and quality of life were completed by 3039 individuals in the intervention group and 1239 individuals in the treatment as usual group (i.e., standard follow-up care of chronic physical illnesses). All community members in the intervention communities were exposed to the health education initiative, but participation of eligible individuals in the peer-support groups was low (31%) and participation of eligible individuals in the individual counseling was very low (9%). Nevertheless, after 6 months the improvement in depressive symptoms, anxiety symptoms, and quality of live was significantly greater in the intervention group than in the control group. This study demonstrates the feasibility of such community-based interventions for decreasing the severity of comorbid psychological symptoms in persons with chronic physical illnesses, but further work is needed to increase the participation rates in the support services provided for persons with mild and moderate depression and anxiety.

The second original research article by Sezgin and colleagues^\[[@B5]\]^ is a cross-sectional study from urban Turkey that compares self-reported psychological symptoms and disability between 100 married women seeking treatment for infertility and 100 fertile married women. The authors used Turkish versions of the Hospital Anxiety and Depression Scale (HADS),^\[[@B6]\]^ the Brief Disability Questionnaire (BDQ),^\[[@B7]\]^ and the Short Form Health Survey (SF-36)^\[[@B8]\]^ to compare the self-reported levels of depressive symptoms, anxiety symptoms, disability, and quality of life of the two groups of respondents. The study found no significant difference in the self-reported levels of depressive or anxiety symptoms, but the respondents in the infertile group reported significantly greater disability, and a significantly lower quality of life. Thus western assumptions about the close relationship between social stressors, psychological symptoms, and functioning may not hold true in non-western countries or for specific types of stressors (such as infertility). But this was a relatively small cross-sectional study; larger, longitudinal studies are needed to confirm these interesting results.

The third original research article by Zhang and colleagues^\[[@B9]\]^ considers the possibility of using easily obtained acoustic features of speech (i.e., \'speech signal features\'), which can reflect the emotional responsiveness of the speaker, as biomarkers for schizophrenia. The authors analyzed 10 acoustic features of a 15-minute speech sample obtained by smart phone from 26 inpatients with schizophrenia and compared them to the features of speech samples obtained from 30 healthy controls. They also assessed the severity of the patients\' symptoms at baseline and obtained a second speech sample from the patients one week later. The ten speech signal features (6 prosody features, formant bandwidth and amplitude, and two spectral features) were stable over time (intraclass correlation coefficients ranging from 0.55 to 0.88), but only two of the features (the two spectral features) were significantly different between patients and controls. There were significant correlations between some of the speech features and the severity of the negative symptoms of schizophrenia. These finding provide some support for the potential value of acoustic features of speech as biomarkers for schizophrenia, particularly the negative symptoms of schizophrenia. But larger studies that monitor the acoustic features over time as patients\' symptoms wax and wane are needed to determine whether or not these features can accurately differentiate persons with and without schizophrenia, and whether or not they can be used as markers of the severity of the illness.

The Forum by Wang and colleagues^\[[@B10]\]^ addresses a perennial issue: whether or not the diagnostic criteria for a condition described in the 5th edition of the American Psychiatric Association\'s Diagnostic and Statistical Manual (DSM-5)^\[[@B11]\]^ are culturally appropriate for China. China had previously developed its own psychiatric classification system -CCMD3^\[[@B12]\]^---but this has now been abandoned; in clinical settings the official recommendation from the government is to use the classification system of the World Health Organization (ICD-10^\[[@B13]\]^), but most clinical researchers prefer to use the DSM system. However, for certain disorders there are serious concerns about the validity of diagnostic criteria developed for use in the American population in other cultural settings. In this particular case the authors discuss hoarding disorder which has been \'upgraded\' from one of the symptoms of obsessive-compulsive disorder in the 4^th^ edition of the DSM (DSM-Ⅳ)^\[[@B14]\]^ to a separate disorder under the \'Obsessive-Compulsive and Related Disorders\' chapter of DSM-5. The rationale for this change was that research that was primarily conducted in the United States and other Western countries had found distinct differences between the clinical symptoms, family history, and neuroimaging characteristics of individuals with pathological hoarding and those with obsessive compulsive disorder in the absence of hoarding. After review of available literature from China and other East Asian countries, the authors conclude that pathological hoarding is relatively common in East Asia and that the DSM-5 classification of this as a separate disorder is justified in East Asia. However, they caution that in countries like China with a recent history of material scarcity, thriftiness is often a culturally sanctioned trait, so the hoarding behavior needs to be associated with significant distress and with substantial social impairment before it should be considered a psychiatric diagnosis.

The first case report from India by Satyakam and Panda^\[[@B15]\]^ is about a 9-year-old girl with Prader-Willi syndrome who was brought to a psychiatric hospital by her family because of serious behavioral problems including irritability, emotional lability, and temper tantrums. The family reported delayed motor and language development, over-eating, and unexplained emotional outbursts. On physical exam she was obese (BMI of 43), had small hands and feet, almond-shaped palpebral fissures, and self-inflicted excoriated skin lesions. She had an IQ of 40, but the computed tomography of her brain was normal. Diagnosed with Prader-Willi syndrome based on the clinical presentation, she was treated with low-dose antipsychotics (risperidone 1mg/d). After 8 weeks of treatment the behavioral outbursts and self-injurious behavior improved significantly. In low- and middle-income countries without the resources to conduct sophisticated genetic testing, the diagnosis of such rare conditions depends on the correct identification of the typical clinical symptoms; given the unfamiliarity of most clinicians with such conditions, it is likely that many of them remain undiagnosed and untreated.

The second case report by Shi and colleagues^\[[@B16]\]^ discusses an increasingly common dilemma in China as the population ages: differentiating chronic, treatment-resistant depression from the early onset of dementia. In this case of a 78-year-old woman with previous episodes of major depression, the clinical picture was complicated by her long-term use of a reserpine-based hypertensive. She presented with typical symptoms of both depression and dementia; after 8 weeks of inpatient treatment (including changing her antihypertensive medication) the depressive symptoms improved but the cognitive symptoms did not. She subsequently developed cancer at which point the depressive symptoms exacerbated. The authors conclude that in such complicated cases of elderly patients with symptoms of both depression and dementia it will often be necessary to follow the course of the symptoms for one or two years before it can be determined whether the cognitive symptoms are secondary to depression or a newly emerging dementia (or both).

The Biostatistics in Psychiatry paper by Liu and colleagues^\[[@B17]\]^ discusses an important topic that is often misused by statistically-challenged researchers: the difference between agreement and correlation. The degree of agreement between variables is assessed when considering the relationship between variables that are different measures of the same construct; the level of correlation between variables is assessed when considering the relationship of variables that measure different constructs. The authors discuss the different statistics used to evaluate these two measures of association, emphasize the importance of considering the distribution of the variables being considered (continuous or non-continuous), and provide several examples of the issues than need to be considered when assessing commonly used measures of association such as the Pearson correlation coefficient and the intraclass correlation coefficient.
